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Table 18. FUse of Mental Health Services
Before and After Hospitalization,
by Persons Having or Not Having a "Major Mental Il1lness"

Use by persons Use by persons

with a "major without a "major

mental illness” mental illness"
Before H After H Before H After H
Using some mental health service 60 % 71 % 45 % 54 %
- Medication Management 33 % 38 % 22 % 24 %
- Individual counseling 17 % 19 % 22 % 29 %
- Group therapy 14 % 10 % 7% 6 %
- Day treatment 17 % 26 % 5% 2 %

Mental health services of some sort were being provided even before hospital-
ization to 60 percent of the group assessed as having a "major mental illness,"
as against 45 percent of those without "major mental illness." And after hospital
discharge use of mental health services increased for both groups: from 60 to

71 percent for the group with "major mental illness," from 45 to 54 percent of
the group with no "major mental illness."

The post-hospital picture, while it reflects an improvement, is far for
ideal. It appears that 29 percent of the persons with "major mental il1-
nesses” return to community living without being connected with mental
health services, which services we may presume are necessary for every one
of these persons.

The use of adult habilitation and behavioral interventions is appropriate

for everyone in the study group as all are clients of the developmental
disabilities program and as many still have some severe problematic behaviors.
Participation of the study group in employment or other adult habilitation

is shown in Table 19.

Table 19. Participation in Employment or other
Adult Habilitation Before and After Hospitalization

Percent of entire study gqroup
participating in weekday programs

Before After
hospital hospital
Employed on their own 2 % 4 %
Receiving DD vocational supports 26 % 32 %
In any other DD day program 4 % 8 %
In a mental health day treatment
program 10 % 20 %
None of the above 58 % 36 %
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Although there has been somé*improvement over the pre-hospital situation,
even after return to community living 36 percent of these persons reportedly
are not participating in work or other day habilitation.

H.  SERVICES AND SUPPORTS STILL NEEDED

We did not contact the clients or ourselves assess the supports they were
using. This is an exceptionally difficult group to contact and study in
person, and doing so fell beyond the time and resource scope of this project.
Thus this report does not directly estimate clients’ aggregate support

needs and the portions met and unmet.

Even so, from our data, we can make some observations about unmet needs
and the reasons for those. Two areas where needs are only partially met
can be seen in the data we just examined on post-hospital mental health
and habilitation services.

Mental health services of any sort were reportedly not being provided to
29 percent of those with "major mental illness."

Employment or other adult habilitation was reportedly not available to 65
percent of the entire study group.

Additionally, there is some indication from the case managers that suitable
residences were in short supply. The case managers, asked what problems
they encountered in returning the client from the hospital, principally
noted that suitable programs were not readily available (Table 20).

Table 20. Problems Encountered in Returning Persons To
Community Living (As Reported by Case Managers)

For 64 persons discharged later than 30 days after referral

Percent mentioning
this problem

Appropriate services not available 33 %
Provider refused 30 %
Client or family refused 16 %
Procedural problems 5%
Arrangements proved inappropriate 4 %
Other 7%

Such shortages are especially noted for persons whose discharges took
more than 30 days from date of referral; the delays apparently resulted
from having to wait for a suitable residence to come available,
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There may also be a need for additional behavioral programming, in view of
the continued prevalence of difficult behaviors (Table 16). The data do

not indicates how important this need may be or how this behavioral pro-
gramming should be provided: at the residence by special staff, by general
care staff, by day programs, through counseling, etc. The claimed shortage
of appropriate residences may reflect a need for residences specially able
to handle these persons’ difficult behaviors.

For more information about unmet needs we asked each case manager what
additional community supports the manager would have 1iked to provide the
client (Table 21). The data provide some indication of what services and
supports are needed most. The principal requests from the case managers

are for mental health services (or counseling) for the client and/or their

family and vocational or other day programs.

Table 21. Additional Supports Case Managers Would
Have Liked to Provide

Percent mentioning
this support

Mental health services, counseling 34 %
Vocational or other day programs 28 %
Mental health - specialized residence

or better prepared staff 8 %
Social experience 8 %
Behavior management services 8 %
More DD-funded residences 6 %
No additional supports; none available 10 %

Note: Percentages based on 120 replies from managers of 175 cases.

We then asked each case manager why these needed services and supports
were not being provided, particularly if those services were available in
the community at large. The reasons are shown in Table 22.

Table 22. Reasons Why Needed Supports Are Not Being Provided
(From Case Managers)

Percent mentioning
this reason

Insufficient capacity or funding 38 %
Person will not accept or cooperate 21 %
Mental health provider will not serve 13 %

Note: Percentages based on 103 replies from managers of 175 cases.
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We also asked case managers to indicate the functional levels of their
clients. This gives us some information to help guide the design of support
programs. In particular, in 66 of the cases the case managers indicate

that the client need frequent or constant help in community survival, and

in 72 percent of the cases that the client needed frequent or constant

help in employment.

I.  STATE COSTS

Over the two-year study period we estimate by combining various DSHS records
that DSHS paid about $12 million to support these 275 persons. On average,
this comes to about $22,000 per person per year. The cost components are
shown in Table 23.

Table 23. Estimated DSHS Costs To Support
These 275 Persons Over The Two-Year Study Period

A. Community residential care and related:

DDD-paid residences and supplemental svs. $ 2.96 million

Residential habilitation centers 4.55
MHD-paid residences 0.15
Other DSHS-paid residences 0.66

TOTAL, residential care $ 8.33 million

B. Adult day program:

DDD-paid vocational supports 0.62 million
MHD-paid day programs 0.10

$ 0.72 million

TOTAL, adult day programs

C. Community mental health and behavior $ 0.23 million
therapy services

D. Community medical care $ 0.48 million

A-D. TOTAL for community care and supports $ 9.76 million

E. State hospital care $ 2.09 million

F. Community psychiatric inpatient care © $0.28 million

A-F. GRAND TOTAL, all costs $12.13 million
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Our estimating methods are described in the Study Methods chapter. To be
able to use available data we relied on several estimating methods, rather
than a single consistent cost accounting scheme. These figures cannot be
used to estimate the additional state costs (or savings) of a new initiative
(or program reduction).

Community care and supports as a group accounted for 80 percent of total
expenditures, and residential care was by far the largest community expense.
Costs for adult day programs and community mental health services were low
in part because many persons were not getting those supports (Tables 17,
19). Also, the community mental health expenditure figure does not include
DDD expenditures for outpatient mental health services for clients who do
not meet community mental health centers’ eligibility priorities.

The $280,000 two-year state expenditure for psychiatric care at community
hospitals is considerably smaller than the $2.09 million figure for state
hospital care. This difference is partly due to lower use of the community
hospitals; stays there were considerably shorter (Table 11). We estimate
that the 275-person group used about 6,200 community hospital days over
those two years, and 16,300 state hospital days. (The latter figure includes
2920 days for four persons who lived at the state hospitals contnuously

over the two-year study period.)

Also, the community hospital cost figure represents the state’s actual
payments for services to these persons, whereas the state hospital figure
is based on hospital days used times average (billable) cost per day.

This cost per day figure, estimated by cost accounting, is not the same as
payments actually made. The state payments figure is lower as it does not
take into account services provided by the community hospitals and paid by
others, in particular by third-party insurers or Medicare, or charges
disallowed by the state.
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STUDY METHODS

Overview

We set out to study adult DD clients who had recently been psychiatric
inpatients, specifically within the last two years. We identified

these people from two sources: state hospital records and DD case
managers. Any individuals admitted to both state and community hospitals
in the study period were included in the state hospital group, as we
were primarily interested in use of state resources.

Our population includes 275 individuals:

132 were admitted only to community hospitals,
87 were admitted only to state hospitals,
56 were admitted to both state and community hospitals.

We then proceeded to find out about these individuals, particularly

about the events surrounding their psychiatric hospitalizations: their
situation before hospitalization, the precipitating incident, the situation
after hospitalization. If the individual had more than one hospitalization
in the two-year period, we focused on their most recent state hospital-
ization.

Our information about pre and post-hospital situations was obtained by
interviewing the client’s DDD case manager, using a 12-page schedule of
questions, distributed in advance. Data about the hospitalization itself
were obtained from hospital records, including the psychiatric summary
and the social status report at admission, annual reviews, and discharge
summaries. Hospital records could be reviewed only for state hospitals,
as we did not have access to community hospital records.

Resource 1imits required we use stratified sampling. We studied 100
state hospital cases, which is a 1ittle over two-thirds of all the 142
clients in the state hospital group. The 100 cases to be studied were
allocated proportionally between Eastern State Hospital and Western

State Hospital. Then the clients at each hospital were ranked by the
length of time they had spent in the hospital during the study period.
The clients with the most hospital time were selected for study, until
half of the study openings at each hospital were filled. The remaining
slots in each group were selected by random selection among the remaining
cases at each hospital.

One of our two-person clinical teams reviewed the hospital records of
each person in the state sample and decided whether the client had a
"major mental illness", as defined by the 1984 DD-MH Agreement.

Data on costs of services were obtained from DDD, MHD and the Division
of Medical Assistance. For each person, DMA provided data on actual
expenditures over the study period. DDD and MHD provided average costs
for its service types, and we multiplied these by the service quantity
information we had gotten from the case managers for our sample of 175
persons.
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Delineation of Study Period

We wanted a time period recent enough to show current administrative
practices; we wanted in far enough in the past for most of the clients
to have been discharged from the hospital; we did not want it so far
in the past that memory of the incident would have been lost by the

DD caseworkers who would be providing us much of the information we
would need. Finally, the time period had been long enough to be
unaffected by seasonal fluctuations or temporary idiosyncracies, and
to include a sufficient number and reasonable cross-section of cases.

On the basis of preliminary data and discussions, we decided that a
two-year span would be long enough to provide the data we were interested
in and be buffered from short term fluctuations. The ending date of

the time period was placed as close to the start of data collection

as feasible. This put the study period running from April 1, 1986
through March 31, 1988.

Definition of Population

To be considered a member of the population, an individual had to
meet two criteria:

1) He or she had to have been determined eligible for DDD services.
We ourselves, did not identify and screen potentially eligible
individuals.

2) He or she had to have been a psychiatric inpatient in Washington
state at some time in the two-year study period.

Enumeration of Population

We decided to enumerate the population as two study groups:

(1) Those who had been admitted to either of the two Washington state
psychiatric hospitals, (state hospital study group) and

(2) Those who had been admitted only to a psychiatric unit at a community
hospital, (community hospital study group) .

An individual with admissions to both community and state hospitals

was included in the state hospital study group and not in the community
hospital group. Data on all hospitalizations were collected later,

so that members of the two study groups could be identified. This
division into two study groups using the rule above, was made in the
interests of enumerating non-overlapping sampling frames.

The state hospital group was identified from records maintained by
the hospital liaison personnel. The liaison staff are expected and
required to maintain contact between the hospital and the DDD. Their
duties include contacting DDD and arranging for outplacement when a
developmentally disabled client is ready for discharge, and referring
hospital patients who appear to be developmentally disabled to DDD
for determination of eligibility.
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We believe the records maintained by the liaison offices were
substantially complete. It is possible, however that a few DD-eligible
persons at the state hospitals may not have been identified to the
liaison officer.

The community hospital study group was enumerated by asking DDD Field
Services caseworkers to list all DDD clients who were known to have
been admitted to a community hospital psychiatric unit in the study
period. These names were returned to us and checked for duplications
between offices and with the state hospital group. A list was compiled
of those admitted to community hospitals, but not to either state
hospital, was compiled.

Our estimates of state hospital admissions are probably fairly accurate
as we identified these from the state hospitals’ own records, supple-
menting this information with our DDD case manager interviews. The
community hospital admissions figures may be underestimates as we
obtained these data only from the case managers, not from community
hospital records. Securing psychiatric admissions data from the
state’s many community hospitals was beyond the resources of this
project, and would have been complicated as confidential hospital
records could be accessed by the state only after approval by each
hospital’s administration and institutional review board.

The case managers whom we interviewed did not always know every client’s
every psychiatric admission, and in some cases their memories (or
records) of dates were imprecise. Sometimes the case managers had

not had these particular individuals assigned to them at the times of
hospitalization. And in some instances the case managers were not
informed of a client’s hospitalization till later, if at all. Such
psychiatric admissions, particularly to community hospitals, will

more often involve the county designated mental health professional

and the residential provider and family.

Structure of the Sample

A total of 85 clients with Western State Hospital admissions and 57
with Eastern State Hospital admissions in the study period were iden-
tified. Of these, 6 had admissions to both hospitals. Al1 of these
had started at Western and been transferred to or readmitted at Eastern.
Individuals were assigned to their most recent hospital for purposes

of drawing a sample.

Within each study group, clients were ranked by duration of hospital-
ization within the study period. We were most interested in a complete
description of individuals with extended hospitalizations, so we
decided on a stratified sampling scheme that would study all the
clients with the longest hospitalizations, and a random selection of
the others. Our resources were sufficient to study a total of 100
state hospital clients. We apportioned these 100 openings between
the two state hospitals. Then we started down the list of clients at
each hospital, selecting clients with the most hospital time, until
we had half the needed cases at each hospital. The samples were then
filled by randomly selecting among the remaining clients. The initial
sample sizes are: 30 longer term and 31 shorter term clients for
Western, and 19 Tonger term and 20 shorter term clients for Eastern.
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A replacement case was drawn for one client when it looked like we
would not be able to get pre-hospitalization data. Data on the original
case was ultimately collected, so a total of 101 cases were reviewed.
The estimates given in the Findings chapter are all population estimates
extrapolated from the sample cases.

The original strictly community hospital study group list included
161 names, nominated by case managers. We wanted a sample of 75 from
this Tist. It turned out we had to draw 91 to get the 75. In 16
cases, the hospital episode recalled by the case worker turned out
either not to have resulted in admission or to have occurred before
the study period. Assuming that there is no systematic difference
between the sample cases reviewed and the others on the original list
of nominees, we conclude that 16/91 = 17.6 percent of the nominees do
not really belong on the list. This gives us an adjusted estimate of
133 clients in the study community hospital study group.

Data Collection Procedures
Clinical Reviews

Hospital records were examined for the 101 selected hospital clients.
Copies were made of the admission papers, annual updates, and discharge
summaries. These were made available to two clinical review teams.

Each clinical review team was made up of a psychiatrist and a masters
level social worker or psychologist. They were asked to review the
hospital records and indicate whether they thought that the patient
showed a "major mental illness" at the time of admission. (Note that
both DD professionals had psychometric or psychiatric diagnostic
training or experience.)

Our use of the concept of "major mental illness" follows the 1984
DD-MH Agreement. For details of the agreement, see page 15.

The review teams scanned the documents provided, looking for evidence
of the symptoms of a "major mental illness." Decisions were made
primarily on the basis of this information. But as the documents
rarely included information about the client’s ordinary level of
fggction;ng, the criterion of perturbations from normal could not be
addressed.

One review team, with primary affiliations at Western State Hospital,
reviewed the cases from Eastern State Hospital. Both members of this
team were Mental Health Division staff. One was a psychiatrist and
the other a social worker. The second review team was composed of
DDD staff. One member worked in a DDD field office in Eastern
Washington, and dealt with clients who would be treated at Eastern
State Hospital. The second member was a psychiatrist who split his
time between a DDD Residential Habilitation Center, a community hospital,
and a private practice. He had 1ittle contact with either state
hospital. This second team reviewed the cases from Western State
Hospital.
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Ten cases from Eastern State Hospital and eleven from Western State
Hospital were randomly selected. These cases were reviewed by both
teams, as an inter-rater reliability check. We found that in 76
percent of the cases the review teams agreed (Table 24). And, whenever
the Mental Health review team diagnosed a major mental illness, so

did the Developmental Disabilities team.

Table 24. Percent Interteam Agreement on
Is there a "Major Mental Illness?"

DD reviewers decided:

A1l 21
YES NO cases
MH YES 8/21= 38 % 0/21= 0 % 38 %
reviewers
decided: NO 5/21= 24 % 8/21= 38 % 62 %
A1l 21 cases 62 % 38 % 100 %

The Tatter observation -- that the disagreements all involve cases
where the MH team failed to find a major mental illness and the DD
team did -- suggests that the individuals in the MH team were more
stringent in the level of evidence they demanded.

It appears that DD workers are more liberal in seeing mental illness
than are mental health workers. From the point of view of DD workers,
this is perhaps a failure on the part of the mental health workers:

they are focusing on the developmental disability -- about which there
is no disagreement -- and allowing it to "overshadow" the evidence of an
underlying mental illness. From the point of view of the mental health
workers, they are making accurate diagnoses, but they are doing it in
the face of factors that cloud the evidence. Indeed, they argue (and
have argued directly to the researchers writing this report) that indi-
viduals with developmental disabilities may learn to act as if they had
a major mental illness after they are involuntarily admitted to a mental
health hospital. They are therefore willing to discount some of the
evidence of mental illness as learned, imitative behavior.

Case Worker Interview

Each client’s DDD case worker was identified, with the cooperation of
the DDD field office supervisors, and asked to fill out a questionnaire
about the client. The questionnaires were distributed by mail and the
case workers visited and interviewed one or two weeks later. The intent
of the questionnaire was to gather data on the services being offered

to the client before and after hospitalization, and data on the incident
precipitating hospitalization. We wanted to be able to address the
issue of the relationship between DDD and MHD at two Jjunctures: As the
need to hospitalization arose and some measures to address a crisis had
to be undertaken, and as the patient neared discharge and was referred
to DDD for outplacement. The questionnaire itself is attached.
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By persistent follow up, and the fact that replying to the survey was
defined as part of the case manager’s job, we were able to obtain data

on all our ultimately selected cases. Still, some individual item are
missing. Case managers were not always personally familiar with the
incidents, often because the client had become part of the case worker’s
load after the hospitalization. In some cases there were multiple hospital-
izations, and incidents had telescoped in the case worker’s mind. Finally,
there may be some incidents, especially community hospitalizations, that
were simply unknown to the case managers.

Cost Estimates

To take advantage of available data we used a variety of cost estimating
methods rather than a single consistent cost-accounting scheme.

To estimate costs of community health and mental health services, and
psychiatric inpatient care at community hospitals we determined actual
payments made by the Medical Assistance program on behalf of each of
the 175 individuals in our sample. These payments are made through the
Medicaid Management Information System (MMIS), which is the source of
these data.

The estimate of community hospital costs includes all MMIS payments for
psychiatric inpatient care, also psychiatric physician services provided
during a hospitalization, also involuntary treatment services, also all
inpatient hospital care, physician care and diagnostic-related group
charges, the latter three categories only if there was a psychiatric
diagnostic code.

To estimate community mental health and behavior therapy service costs
we included all MMIS payments for outpatient psychiatric services, also
psychiatric physician services provided outside dates of hospitalization,
also all drugs, also any other mental health services except mental
health day program. Also included here were any DDD payments for profes-
sional and therapeutic/training services.

To estimate costs of community residential care, day programs and state
hospital care, from our interviews with case managers we determined the
approximate dates and duration of each service, and then multiplied the
hospital days by unit prices (such a cost per person-day or person-month)
which we obtained from program staff. For the state hospitals we used
each hospital’s standard billing rate for the programs these persons
typically used. The community residential costs also include any DDD
payments for additional staff or attendant care and skill training.

The community residential cost estimates are uncertain for several reasons.
(a) The dates the case managers told us were approximate and subject to
memory distortion. In some cases the case managers might not have known
all the services provided or dates.

(b) The unit price estimates were averages for that service category,
and did not take into account that services for these typically more
difficult clients might be more expensive.
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(c) 1In some cases the state had already prepaid for services in bulk as

it were, and actual ("marginal," to the economist) state payments for

the particular client were low or non-existent. This is especially so

for state hospitals, Residential Habilitation Centers, community evaluation
and treatment centers and some community mental health services. In all
but the latter we used average per-person-day figures, based on total
annual expenditures divided by total person-days. For practical reasons
we could not easily do this for community mental health centers, and

there we include only services actually paid through Medical Assistance.

Also excluded for the same reason is the cost of the case management
services provided by DDD Field Services staff and in some cases by DDD
institution-based Habilitation Program Administrators. The persons in
our study were often provided very considerable case management assis-
tance, but the amounts are not easily estimated and, in any case, this
service too is prepaid and provided at no charge.

(d) Because of practical difficulties in tracking individual clients

and department accounting arrangements we did not estimate state and
federal cost shares. Doing so would be especially difficult for community
mental health services as the centers use their state block funds as the
match to recover federal share of Medical Assistance charges.

Because our cost estimates include fixed and variable cost components

these figures cannot be used to estimate the true additional costs of
new initiatives.
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